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Recent Development of the ICD-11 Focusing on the Draft of Its Linear Structure

Toshimasa MARUTA

Department of Psychiatry, Tokyo Medical Universily

L overviewed the draft of the linear structure (22nd May, 2013) of the International Statis-
tical Classification of Diseases and Related Health Problems, Eleventh Revision.

In this draft, slecp and sexual disorders were not included in mental and behavioural dis-
orders. The World Health Organization decided nol to regard them as mental disorders. The
primary classilication of neurocognitive disorders was also not included in mental and behav-
ioural disorders.

In the dralt of the linear structure, 25 major categories were classified : neurodevelopmen-
tal disorders, disorders of speech and language, schizophrenia and other primary psychotic
disorders, catatonia, bipolar and related disorders, depressive disorders, anxiety and fear-
related disorders, obsessive-compulsive and related disorders, disorders specifically associated
with stress, dissociative disorders, bodily distress disorders, and behavioural factors associated
with disorders or diseases classified elsewhere, feeding and eating disorders, elimination disor-
ders, substance intoxication, harmful use of substances, substance dependence, substance with-
drawal syndrome, substance-induced mental and behavioural disorders, impulse control disor-
ders, disruptive behaviour and dissocial disorders, disorders of personality, paraphilic disorders,
factitious disorders, neurocognitive disorders, and mental and behavioural disorders associated
with disorders or diseases classified elsewhere.

[ also introduced the Global Clinical Practice Network (GCPN), which is now being orga-
nized by the WHO to carry out field studies for the ICD-11. Over 700 members of the Japa-
nese Society for Psychiatry and Neurology (JSPN) have registered in the GCPN. The ICD-11
committee of the JSPN is very actively building the GCPN and revising the ICD.

< Author’s abstract>

<XKeywords : ICD-11, diagnostic classification, diagnostic criteria>
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Latest Update on DSM-5

Chihiro MATSUMOTO

Department of Psychiatry, Tokyo Medical University

Graduate School of Human Sciences, Sophia University

The 166th annual meeting of the American Psychiatric Association was held in May 2013,
where the long-awaited DSM-5 was released with a number of seminars and symposia orga-
nized. This review primarily focused on changes in DSM~5 from its predecessor, DSM-1V-TR.
Examples of such changes include the removal of subtypes [rom schizophrenia, an increase in
clinical presentations that are described by specifiers for bipolar disorders, the removal of
exclusion criteria of bereavement from depressive disorders, and reconceptualization of perva-
sive developmental disorders. These changes seemed to collectively point to a transition from
categorical to dimensional conceptualization of mental disorders, an increasc in the use of spec-
ifiers, and increased reliance on clinical judgment. Criticism of DSM-5 was also introduced, fol-
lowed by discussion on how diagnostic classification systems are expected to evolve.

< Author’s abstract >

<Keywords : DSM-5, classification, diagnostic criteria>
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Abstract

Purpose The purpose of this study is to investigate the
frequency and correlates of suicidal behavior among
homeless people in Japan.

Methods A face-to-face survey was conducted in two
districts of Tokyo, Japan, with 423 subjects who resided on
streets and riversides and in urban parks and stations (street
homeless) or who were residents of shelters, cheap hotels,
or welfare homes for homeless people (sheltered
homeless).

Results When questioned about suicidal ideation in the
previous 2 weeks, 51 subjects (12.2 % of valid responses)
had a recurring wish to die, 29 (6.9 %) had frequent
thoughts of suicide, and 22 (5.3 %) had made suicide plans.
In addition, 11 (2.9 %) subjects had attempted suicide in
the previous 2 weeks and 74 (17.7 %) reported that they
had ever attempted suicide. In univariate logistic regression
analyses, street homelessness, lack of perceived emotional
social support, poor subjective health perception, visual
impairment, pain, insomnia, poor mental well-being, and
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current depression were significantly associated with
recurrent thoughts of suicide in the previous 2 weeks.
Among these, current depression had the greatest signifi-
cance. In multivariate logistic regression analyses after
controlling for depression, street homelessness and lack of
perceived emotional social support were significantly
associated with recurrent thoughts of suicide in the previ-
ous 2 weeks.

Conclusion Comprehensive interventions  including
housing and social support as well as mental health ser-
vices might be crucial as effective strategies for suicide
prevention among homeless people.

Keywords Suicide - Homelessness - Social support -
Housing - Depression

Introduction

During the financial crisis from 1997 to 1998, which
resulted from the prolonged recession after the economic
bubble burst [1], the annual number of suicides in Japan
increased from 24,391 (in 1997) to 32,863 (35 % increase).
Since then, the number has remained over 30,000 per year,
which means that more than 80 persons commit suicide per
day in Japan [2]. Compared to other countries, the suicide
rate in Japan is high, with 24.4 per 100,000 people com-
mitting suicide in 2010 [3], more than twice the rate in the
USA (11.0 per 100,000) [4].

A previous study [5] reported a correlation between the
suicide rate among Japanese and economic difficulties,
including suffering from unemployment in the male pop-
ulation. According to a survey [6], conducted by the
Ministry of Health, Labor, and Welfare, the suicide rate
among welfare recipients is higher than in the general
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population (55.7 vs. 24.9 per 100,000). It is also reported
that those who suffer from mental illness constitute a high
percentage of completed suicides among welfare recipi-
ents. The authors of the report showed that mental illness is
associated with suicide among poor people, but a com-
prehensive analysis of factors associated with suicide in
this population needs to be done.

Some comprehensive investigations have studied the
association of suicidal behavior with homelessness. Schutt
et al. [7] reported that psychological distress and perceived
social support have a positive and a negative effect,
respectively, on the number of suicidal thoughts in the
previous month among the sheltered homeless. Eynan et al.
[8] reported that a psychiatric diagnosis was associated
with suicidal ideation after controlling for covariates
among the homeless. Schinka et al. [9], who studied 1,011
homeless veterans, found that suicidal behavior correlated
with histories of psychiatric disorders and substance abuse.
Desai et al. [10] conducted a large-scale, multicenter sur-
vey of homeless people with mental illness and reported
that the prevalence of lifetime suicidal ideation and
attempts was very high (66.2 and 51.3 % among the 7,224
participants, respectively) in an intensive case management
program. They also reported that one vulnerable group that
has not been extensively studied with regard to suicide risk
is homeless people.

To our knowledge, there is only one study of suicidal
behavior among homeless people in Japan. According to
Morikawa et al. [11], who used the mini international
neuropsychiatric interview classification (MINI), 55.7 % of
the street homeless people in one district of Tokyo
answered “yes” to one or more of the six questions about
suicide. The six questions asked whether people: (1) had a
wish to die, (2) had a wish to self-injure, (3) had suicidal
thoughts, (4) had a suicide plan, (5) had made a suicide
attempt during the past 30 days, or (6) had ever attempted
suicide during their lifetime. According to the MINI, a
person who answers yes to any of these questions is con-
sidered a suicide risk. Morikawa et al. also found that
31.6 % of the participants had attempted suicide during
their lifetime. However, factors associated with suicidal
behavior were not investigated in their study.

When comparing the results of the homeless surveys
conducted in different countries, variations in the definition
of homelessness should be taken into account. According
to the US Department of Housing and Urban Develop-
ment’s 2010 Annual Homeless Assessment Report, there
are 649,917 homeless people (207.31 per 100,000, calcu-
lated using the latest population census) in the United
States [12]. In contrast, in 2012, there were only 9,576
homeless people (7.48 per 100,000) in Japan according to a
nationwide examination conducted by the Ministry of
Health, Labor, and Welfare [13]. This discrepancy mainly
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comes from the fact that the official Japanese definition of
“homeless” only includes “street homelessness”, i.e., liv-
ing on streets and riversides and in urban parks and sta-
tions, as defined in the Japanese Act on Special Measures
concerning Assistance in Self-support of Homeless [14].
Homelessness in our study was based on the more universal
definition from the US McKinney—Vento Act of 1987
federal legislation [15], i.e., a homeless person is an indi-
vidual who lacks a fixed residence or who has a temporary
nighttime residence, such as a shelter, institution, or place
that is not designed for living.

Suicidal ideation is a well-established and powerful
predictor of suicide attempt [16, 17]. The aim of this study
was to investigate the frequency of suicidal behavior and
correlates of suicidal ideation among homeless people in
Japan.

Methods
Study population

A face-to-face survey was conducted in two districts of
Tokyo targeting two social groups from December, 2010 to
February, 2011. One consisted mainly of homeless people
who resided on streets or riversides or in urban parks or
stations (street homelessness) and the other mainly con-
sisted of residents of shelters, cheap hotels, and welfare
homes for homeless people (sheltered homelessness). The
housing status of these two groups is consistent with the
universal definition of homelessness as defined in the
McKinney—Vento Act. The survey was conducted by the
staff of two nonprofit organizations that help homeless
people; all of those who received help during the study
period from these organizations were the potential partic-
ipants and those who refused to answer the questionnaires
were excluded from the study.

The study protocol was approved by the Ethics Com-
mittee of the Tokyo Metropolitan Institute of Gerontology.
Written informed consent was obtained from all partici-
pants prior to the investigation.

Measures
Suicidal behavior

Recent suicidal behavior was assessed by the responses
(“yes” or “no”) to the following four questions: “In the
past 2 weeks, have you repetitively wished you were
dead?” “In the past 2 weeks, have you repetitively thought
of suicide?” “In the past 2 weeks, have you made plans to
commit suicide?” and “In the past 2 weeks, have you
attempted suicide?” In addition, a history of lifetime
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suicide attempts was assessed: “Have you ever attempted
suicide in your lifetime?”

Sociodemographic variables

Sociodemographic variables including gender, age, edu-
cational level, marital status, employment, and average
income per month were assessed. Certifications of public
support in the areas of (1) long-term care need, (2) physical
disability, (3) mental disability except intellectual disabil-
ity, and (4) intellectual disability were also assessed.

Perceived emotional social support was evaluated based
on the response (“yes” or “no”) to the following questions:
“Do you have someone with whom you can consult when
you are in trouble?” (PSS1) and “Do you have someone to
whom you can talk when your physical condition is not
good?” (PSS2). Perceived instrumental social support was
evaluated with: “Do you have someone who can take care
of you when you are ill in bed?” (PSS3) and “Do you have
someone who can take you to the hospital when you do not
feel well?” (PSS4). They were adapted from a previous
study by Muraoka et al. [18] to investigate social support in
older adults in a rural community. Although all four items
were reported to have an association with current depres-
sion [19], PSS1 and PSS4 were associated with a risk of
depressive status [20] and PSS4 was found to be associated
with suicidal ideation [21].

Physical health-related variables

Physical health-related variables including subjective
health perception and self-reported history of physical ill-
ness, visual impairment, hearing impairment, gait distur-
bance, and pain were also assessed. The subjective health
perception was determined based on the subject’s answer
to the question: “How would you describe your overall
health at the moment?” Subjects were given five possible
responses: 1 (extremely good), 2 (very good), 3 (good), 4
(not so good), and 5 (bad). Those who answered four or
five were considered to have poor subjective health per-
ception. Self-reported history of physical illness was
evaluated on the basis of response (“yes” or “no”) to
questions concerning a history of 16 medical conditions
(stroke, heart disease, hypertension, renal disease, diabetes
mellitus, hyperlipidemia, liver disease, cholelithiasis or
cholecystitis, gastric or duodenal ulcer, tuberculosis -or
pleuritis, pneumonia, asthma, cancer, arthritis, osteoporo-
sis, and backache). Visual and hearing impairment were
assessed on the basis of the subject’s response (“yes” or
“no”) to the following questions: “Do you have any
trouble seeing?” and “Do you have any trouble hearing?”

Gait disturbance was determined based on the subject’s
answers to the question: “How far can you walk?” with

possible answers of: “can walk without difficulty”, “can
walk more than 2 km, but must refrain from working or
will be ill in bed the next day”, “cannot walk more than
2 km”, “cannot walk more than 1 km”, and “cannot walk
at all.” A subject who answered “can walk without diffi-
culty” was considered to have no gait disturbance.

Presence of pain was determined based on the subject’s
answers to the question: “Have you had any pain in the
past month?” with possible answers of “no pain”, “very
mild pain”, “mild pain”, “moderate pain”, “severe pain”,
and “very severe pain.” A subject who answered moderate
to very severe pain was considered to have pain.

Mental-health-related variables

The questionnaire also included mental-health-related
variables such as self-reported history of mental illness,
mental well-being, current depression, and cognitive
function. Self-reported history of mental illness was eval-
uated on the basis of response (“yes” or “no”) to questions
concerning a history of depressive disorder, schizophrenia,
alcoholism, anxiety disorder, insomnia, and dementia.

As to mental well-being, the Japanese version of the
WHO-Five Well-Being Index (WHO-5-J) was used. It is a
short, positively worded instrument designed to assess the
level of mental well-being over a 2-week period. It was
conceptualized as a unidimensional measure that contains
five positively worded items: “I have felt cheerful and in
good spirits”; “I have felt calm and relaxed”; “I have felt
active and vigorous”; “I woke up feeling fresh and rested”;
and “My daily life has been filled with things that interest
me.” The internal and external validity of the WHO-5-J
has been established in elderly Japanese community resi-
dents [22]. The standard cut-off criterion was used, i.e.,
those who scored <13 were regarded as having poor mental
well-being.

Current depression was assessed by a two-question case-
finding instrument. The US Preventive Services Task Force
[23] states that asking two simple questions about depres-
sive mood (“Over the past 2 weeks, have you felt down,
depressed, or hopeless?”) and anhedonia (“Over the past
2 weeks, have you felt little interest or pleasure in doing
things?”) may be as effective as using longer instruments.
According to Arroll et al. [24], these two screening ques-
tions can detect most cases of depression in general
practice.

As the mean age of the subjects was predicted to be
rather high, we included questions that assess cognitive
functions, i.e., orientation, calculation, and memory. We
asked five questions about orientation to time (year, season,
date, day, and month) and a question about the ability to
make calculations (count backward from 100 by sevens
five times). As for memory function, the subject was
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Table 1 Sociodemographic, physical health-related, and mental
health-related characteristics of the study participants

Variables Number of case/ Proportion
number of of case (%)
respondent

Sociodemographic variables

Educational level (without high 243/418 58.1
school graduates degree)
Not married 396/414 95.7
Not employed 311/420 74.0
Low income (below welfare 218/357 61.1
categories)
Street homelessness (those who  86/423 20.3
resided on streets and riversides
or in urban parks and stations)
Perceived emotional social support

No one to whom you can talk 179/421 42.5
when you are in trouble

No one to whom you can talk 156/421 37.1
when your physical condition is
not good
Perceived instrumental social support

No one who can take care of  284/417 68.1
you when you are ill in bed

No one who can take you to ~ 223/417 53.5
the hospital when you do not
feel well
Certification of public support

Certification of long-term care 115/418 27.5
need

Certification of physical 62/419 14.8
disability

Certification of mental 31/419 74
disability (except intellectual
disability)

Certification of intellectual 6/419 1.4
disability

Physical health-related variables

Poor subjective health 163/413 39.5

perception

Visual impairment 166/420 39.5

Hearing impairment 90/423 21.3

Gait disturbance 163/422 38.6

Pain 124/419 29.6

Mental health-related variables

History of mental illness
Depressive disorder 20/346 5.8
Schizophrenia 28/346 8.1
Alcoholism 19/346 5.5
Anxiety disorder 12/346 3.5
Insomnia 42/346 12.1
Dementia 28/346 8.1
(Have one or more of six 108/346 31.2

mental illness above)

Poor mental well-being 226/396 57.1
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Table 1 continued

Variables Number of case/ Proportion
number of of case (%)
respondent

Current depression (two- 1197412 28.9
question instrument)

Poor orientation to time (one or 77/307 25.1
more mistakes)

Poor calculation (one or more 195/343 56.9
mistakes)

Poor memory function (one or  152/311 48.9
more mistakes)

Subjective memory impairment  97/420 23.1

presented with three words to memorize and was asked to
recall as many of the words as possible after an interference
task (calculation). We also assessed subjective memory
impairment based on the response (“yes” or “no”) to the
following question: “Do you feel you have had more
memory problems in the past 6 months?”

Statistical analysis

Statistical analyses were performed using the SPSS soft-
ware version 20 (IBM® SPSS®). Univariate logistic
regression analyses were performed to investigate corre-
lates of suicidal behavior with variables described above
used as explanatory factors. In order to explore the influ-
ence independent of depression, multivariate logistic
regression analyses were performed after controlling for
current depression. A p value <0.05 was regarded as sta-
tistically significant.

Results
Characteristics of the study participants

Characteristics of the study participants are shown in
Table 1. Out of a total of 423 subjects, 392 were men and
31 women. The mean age (+standard deviation) was 60.6
(£:11.9) years. Of the total number of subjects, 86 (20.3 %
of valid responses) reported living on the streets and riv-
ersides or in urban parks or stations (street homelessness).
On the other hand, 337 subjects lived in shelters, cheap
hotels, and welfare homes for homeless people.

Frequency of suicidal behavior

As for suicidal ideation in the previous 2 weeks, 51 sub-
jects (12.2 % of valid responses) had a recurrent wish to
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Table 2 Suicidal behavior among the homeless people

Items Number of Proportion
‘yes’s/mumber of of ‘yes’s
respondent (%)

Recent suicidal ideation and attempt

Have you repetitively wished 51/419 122
you were dead in the past

2 weeks?

Have you repetitively thought of 29/419 6.9
suicide in the past 2 weeks?

Have you made plans of suicide 22/418 53
in the past 2 weeks?

Have you attempted suicide in 11/411 2.9
the past 2 weeks?

Lifetime suicidal attempt

Have you ever attempted suicide 74/418 17.7

in your lifetime?

die, 29 (6.9 %) had recurrent thoughts of suicide, and 22
(5.3 %) made plans to commit suicide. As for suicide
attempts, 11 (2.9 %) subjects had attempted suicide in the
previous 2 weeks and 74 (17.7 %) reported that they had
ever attempted suicide (Table 2).

Factors associated with suicidal behavior

The results of univariate logistic regression analyses are
shown in Table 3. In these analyses, recent suicidal ide-
ation (recurrent thoughts of suicide in the previous
2 weeks) was used as a dependent variable. Statistically
significant variables were street homelessness (OR, 3.01;
95 % CI, 1.38-6.58), lack of perceived emotional social
support (“no one to whom you can talk when you are in
trouble”; OR, 3.09; 95 % CI, 1.36-7.00) (“no one to
whom you can talk when your physical condition is not
good”; OR, 2.40; 95 % CI, 1.10-5.21), poor subjective
health perception (OR, 3.22; 95 % CI, 1.46-7.12), visual
impairment (OR, 2.70; 95 % CI, 1.24-5.88), pain (OR,
3.21; 95 % CI, 1.49-6.90), insomnia (OR, 3.16; 95 % CI,
1.23-8.09), poor mental well-being (OR, 5.01; 95 % CI,
1.70-14.71), and current depression (OR, 8.81; 95 % CI,
3.64-21.38). Current depression showed the strongest
association with recent suicidal ideation. Lack of per-
ceived emotional social support, but not lack of perceived
instrumental social support, was associated with recent
suicidal ideation.

In multivariate logistic regression analyses after con-
trolling for depression, street homelessness (OR, 2.64;
95 % CI, 1.15-6.06) and lack of perceived emotional social
support (“no one to whom you can talk when you are in
trouble”; OR, 2.55; 95 % CI, 1.09-5.95) were significantly
associated with recent suicidal ideation.

Discussion

The present findings demonstrate that 17.7 % of the par-
ticipants attempted suicide during their lifetime, which is
substantially higher than the rate for the general popula-
tion. According to a survey conducted as part of the WHO
World Mental Health Survey Initiative, the lifetime prev-
alence estimates of suicidal ideation, plans, and attempts in
Japan were 10.9, 2.1, and 1.9 %, respectively [25]. In
addition, 2.9 % of our sample reported a suicidal attempt in
the previous 2 weeks. This result is consistent with previ-
ous research reporting the 30-day prevalence of suicidal
attempt was 3.5 % for older homeless individuals [10],
3.4 % for veterans seeking treatment of substance abuse
and psychiatric disorders [26], and 2.7 % for older home-
less veterans who participated in a transition housing pro-
gram [9].

The present findings also demonstrate that poor mental
health status, especially current depression, is strongly
associated with recent suicidal behavior. Our findings are
supported by many previous studies in various populations
[9, 27-29]. However, the present study also indicated that
street homelessness and lack of perceived emotional social
support remained significant after controlling for current
depression.

To combat suicide, the Japanese government passed the
Basic Act for Suicide Prevention in 2006 and established
the General Principles for Suicide Prevention Policy
(GPSP) in 2007. The GPSP has nine immediate objectives:
(1) to promote research into suicide and suicide-related
issues; (2) to deepen people’s understanding of factors
related to suicide prevention; (3) to secure and train
appropriate human resources; (4) to promote mental health;
(5) to develop mental health services; (6) to make efforts to
prevent suicide by social means; (7) to provide support for
survivors of suicide attempts; (8) to lend support to the
survivors of suicide; and (9) to support the activities of
non-governmental organizations.- The GPSP was fully
revised in 2012 and the sixth objective of the revised GPSP
(making efforts to prevent suicide by social means), now
refers to the importance of supporting poor and homeless
people to prevent suicide by social means.

For developing effective strategies for suicide preven-
tion among homeless people, merely targeting depression
and providing mental health services will be insufficient.
Factors associated with psychological distress among
homeless people are so complex that it is impossible to
resolve them only in the context of mental health. Gilberg
et al. [30] reported that homeless people had greater psy-
chological distress than the general population and that
their distress was associated with unemployment, smoking
and alcohol, poor physical health, fewer social supports,
and perceived barriers to obtaining needed medical care.
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Table 3 Factors associated with recent suicidal ideation

Independent variables Recent suicidal Univariate analysis Multivariate analysis
ideation/valid
response Odds 95 % CI Odds 95 % CI
ratio ratio

Sociodemographic variables

Gender
Female 2/31 1
Male 38/388 1.08 0.25-4.79
Educational level
High 14/172 1
Low (without high school graduates degree) 15/242 0.75 0.35-1.59
Marital status
Married 3/18 1
Not married 25/393 0.34 0.09-1.25
Employment
Employed 9/109 1
Not employed 20/307 0.77 0.34-1.76
Income
Above welfare (>100,000 yen) 71137 1
Below welfare 17/218 1.57 0.63-3.89
Housing status
Shelters, welfare hotels and homes for homeless people 17/333 1 1
On streets and riversides or in urban parks and stations 12/86 3.01 1.38-6.58%* 2.64 1.15-6.06*

(Street homeless)
Perceived emotional social support
Someone to whom you can talk when you are in trouble
Present 9/240 1 1
Absent 197177 3.09 1.36-7.00%* 2.55 1.09-5.95*

Someone to whom you can talk when your physical
condition is not good

Present 12/262 1 1

Absent 16/155 2.40 1.10-5.21%** 1.74 0.77-3.92
Perceived instrumental social support

Someone who can take care of you when you are ill in bed

Present 7/124 1 .
Absent 221260 150 0.62-3.60
Someone who can take you to the hospital when you do not feel well
Present 13/191 1

Absent 16/222 1.06 0.50-2.27

Certification of public support
Certification of long-term care need

Not certified 25/302 1

Certified 4/114 0.40 0.14-1.18
Certification of physical disability

Not certified 24/354 1

Certified 5162 121 0.44-3.29
Certification of mental disability (except intellectual disability)

Not certified 26/385 1

Certified 3/31 1.48 0.42-5.19
Certification of intellectual disability

Not certified 28/410 1
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Table 3 continued

Independent variables

Recent suicidal

Univariate analysis

Multivariate analysis

ideation/valid
response Od@s 95 % Cl Od.ds 95 % CI
ratio ratio
Certified 1/6 2.73 0.31-24.16
Physical health-related variables

Subjective health perception

Good 10/249 1 1

Poor 19/160 322 1.46-7.12%* 2.02 0.87-4.69
Visual impairment

Absent 117252 1 1

Present 18/164 2.70 1.24-5.88* 1.79 0.79-4.06
Hearing impairment

Absent 25/330 1

Present 4/89 0.57 0.19~-1.70
Gait disturbance

Absent 13/256 1

Present 16/162 2.05 0.96-4.38
Pain

Absent 13/292 1 1

Present 16/123 3.21 1.49-6.90* 2.16 0.96-4.87

Mental health-related variables

History of mental illness

Depressive disorder

Absent 22/324 1

Present 3/20 2.42 0.66-8.90

Schizophrenia

Absent 22/316 1

Present 3/28 1.60 0.45-5.73

Alcoholism

Absent 23/325 1

Present 2/19 1.55 0.34-7.10

Anxiety disorder

Absent 24/322 1

Present 1/12 1.17 0.14-9.42

Insomnia

Absent 18/302 1 1

Present 7/42 3.16 1.23-8.09% 2.46 0.89-6.79

Dementia

Absent 25/316

Present 0/28
Mental well-being

Good 4/170 { 1

Poor 24/223 5.01 1.70-14.71%* 2.37 0.74-7.57
Current depression (two-question instrument)

Negative 71292 1

Positive 21/118 8.81 3.64-21.38%**
Orientation to time

Good 13/229 1

Impaired 9/76 223 0.91-5.45
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Table 3 continued

Independent variables

Recent suicidal

Univariate analysis Multivariate analysis

ideation/valid Odd 95 % CI Odd 95 % CI
response ratios ’ ratios ’
Calculation
Good 13/147 1
Impaired 13/194 0.74 0.33-1.65
Memory function
Good 16/158 1
One or more mistakes 8/152 0.49 0.21-1.19
Subjective memory impairment
Absent 19/322 1
Present 10/94 1.90 0.85-4.24

*p < 0.05, ¥*p < 0.01, ***p < 0.001

They insisted that an effective strategy should include a
broad-based health services package provided in an
accessible service delivery setting. Targeting depression
and providing mental health services might be effective
only when it is provided in the context of a broad-based
health services package.

According to the WHO’s pyramid model for mental
health [31], primary care for mental health must be sup-
ported by other levels of care, such as informal commu-
nity-care services. Japan is in the process of reforming its
mental health services from hospital-based mental health
services to community-based mental health services [32],
but changes have been slower than expected. A decline in
hospital beds has been observed since 1994, but the total
number of psychiatric care beds is still 2.7 per 1,000 people
in Japan, compared with 0.3 beds per 1,000 people in the
USA [33]. The development of community service pro-
gram to prevent suicide among the homeless will contrib-
ute to the general reform process because it will provide
support to the people who face the most difficult situations
in our society.

Our results show that perceived emotional social support
is a significant protective factor for recent suicidal ideation.
Our results are consistent with those of Hwang et al. [34]
showing that lack of perceived emotional social but not
instrumental support was associated with poor mental
health status among homeless people. Thus, being able to
rely on a person who stands by one’s side might have
special importance for protection from suicidal behavior in
homeless individuals.

However, it should also be noted that one of the out-
standing features of our study population is social isolation
and low accessibility to medical services. More than half of
the study population reported that there was no one who
could take care of them when they were ill in bed and no
one who could take them to the hospital when they did not
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feel well. These two items are included as measurements of
perceived instrumental social support and directly relate to
accessibility to medical services. Low accessibility might
be more likely to result in attempted or completed suicide
because an individual’s mental and physical health may be
more likely to be ignored and untreated. To avoid such
circumstances, strengthening the social ties in the com-
munity might be crucial. Offering a relaxed setting, for
example, a welfare café, where people can share their fears
and concerns about homelessness and receive help and
support from professionals may reduce the barriers to
medical services and, moreover, encourage the integration
of homeless individuals into a social network.

The present study also indicates that housing assistance,
such as a shelter, might be a protective factor against sui-
cidal behavior among street homeless. Glisson et al. [35]
reported that a dormitory-style homeless shelter program
with a comprehensive set of social services was successful
in helping people find permanent housing within the first
year after leaving the shelter. Wolf et al. [36] compared the
subjective quality of life among three groups (homeless
people who remained homeless, those who moved to
dependent housing, and those who moved to independent
housing) and they pointed out the significance of being
independently housed to good quality of life. Although
housing assistance may be crucial to preventing suicide
among the street homeless, helping the homeless should
start with providing a safe place with comprehensive ser-
vices including social support and mental health services,
and then should focus on helping them acquire independent
housing.

This study had several limitations. First, our sample
population may not have adequately represented the
homeless people in Japan because this survey was limited
to only two districts of Tokyo. Additionally, the partici-
pants involved in this study were those who were willing to
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answer the questionnaire. Homeless people who did not
respond to our questionnaire might have been more likely
to have mental health problems and be isolated. Thus, in
the present study, the frequency of suicidal behavior could
have in fact been underestimated and the issue of suicidal
behavior might be more serious than estimated by this
study among homeless people in Japan. Second, we could
not confirm a strong relationship between psychiatric
diagnosis and suicidal behavior as previously reported
because the present survey was based only on self-reported
information. Psychiatric diagnostic interviews were not
conducted because of difficulty with study design. How-
ever, the present findings indicate that brief screening tools
such as the two-question assessment for current depressive
episode or the WHO-5 for mental well-being could be
effective for detection of psychological distress relating to
suicidal ideation among homeless people. Third, a cross-
sectional design has inherent limitations in determining a
causal relationship. However, from an ethical point of
view, a prospective longitudinal observational study to
determine risk factors for suicidal behavior in such a high-
risk population would not be realistic. From a practical
point of view, prospective intervention studies are urgently
needed to explore effective strategies for suicide preven-
tion among the homeless at risk for suicide.

Conclusion

Street homelessness, lack of perceived emotional social
support, and current depression were significantly associ-
ated with recent suicidal ideation among homeless people
in Japan.

Comprehensive interventions providing housing assis-
tance, social support, and mental health services might be
crucial as effective strategies to prevent homeless people
from committing suicide.
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